Summary
Tuberculosis ofthe pancreas is extremely rare. We report a case which demonstrates the diagnostic confusion which may arise in this condition. A 55-year-old alcoholic caucasian man presented with loss of weight and obstructive jaundice. Ultrasonography, endoscopic retrograde cholangiopancreatography and computed tomography showed a mass lesion in the head of the pancreas, diagnosed as probably malignant. He Investigations generally do not contribute to the diagnosis. Chest radiographs and sputum smears are often negative, as in our case. Ultrasonography, ERCP, and CT normally suggest the presence of a mass lesion in the pancreas but are unable to rule out malignancy or make a specific diagnosis. The diagnosis is sometimes not possible even at operation. Recently six cases were found to be HIV positive,9 but our case was HIV negative.
In our patient, the diagnosis of pancreatic tuberculosis was by histological analysis of the specimen. One previous case has been treated by pancreatoduodenectomy.'5 If the diagnosis The varied presenting features and the rarity of pancreatic tuberculosis make its diagnosis difficult and a high index of suspicion is required for successful pre-or intra-operative diagnosis ( figure 3) . Ultrasound or CT-guided aspiration cytology or histological biopsy may help in differentiating tuberculosis from carcinoma, lymphoma, sarcoidosis or chronic pancreatitis. However, we do not favour preoperative biopsy when resectable carcinoma is suspected, because of the increased incidence of positive peritoneal cytology,20 with the potential risk of tumour dissemination.
Recently, there has been an increase in the incidence of pancreatic tuberculosis related to an increase in the incidence of tuberculosis in developed countries' and increasing numbers of mimunocompromised persons. Pancreatic tuberculosis should be considered in the differential diagnosis of obstructive jaundice and of a pancreatic mass, particularly in members of high-risk groups.
